Oncocytic lesions of the larynx are rare. When they have occurred, theirpresentation hasbeen varied; these tumors may becompletely asymptomaticand discovered incidentally, but morecommonly they presentwith voice alteration. Wereport a case of an oncocytic cystin a patient who presented with an acute onset of stridor. We also discuss the clinical manifestations and management oflaryngeal oncocytic cyst and its relevantpathologic features.
Introduction
Oncocytic cysts of the larynx are rare, benign, slowly growing lesions . Oncocytic cells originate in the metaplasia of epithelial cells that line the salivary gland duct or acini . They are normally seen in the major salivary glands, the lacrimal system, and the thyroid gland. ' Oncocytic metaplasia is more common in the elderly and in women .' Metap lasia of the dista l ductal epithelium into oncocytes may be accompanied by hyperplasia, which can lead to cystic dilation of the proxi ma l ductal system. '
Oncocytic metaplasia of the laryngeal m ucosa is rare . Busuttil reviewed the histopathology of 2,000 consecutive laryngeal biopsies obtained over a period of 15years and found oncocytic metaplasia in less than 1% of them .' The false vocal folds and the laryngeal ventricles are the most common sites of oncocytic cysts in th e larynx; this distribution is believed to be attributable to the presence of abundant glandular tissue at these sites. However, a few cases of oncocytic cysts have been reported arising from the true vocal folds, even though they are devoid of glandular structures.' A subglottic lesion is very un usual.
Case repo rt
A 75-year-old ma n was bro ught to the Accident and Emergency Department with a sudden onset of severe stridor and tachypnea. He had collapsed while eating a pizza in a restaurant, which raised the possibility of an inhaled foreign body.Initial management wassupportive with intravenous hydrocortisone, nebulized adrenaline (epinephrine),and nebulized salbutamol (albuterol).As the stridor became worse and the patient's condition rapidly deteriorated, an urgent otolaryngology con sultation was requested. In the meantime, a total airway obstruction appeared to be imminent, and the patient was intubated with a size 4 endotracheal tube .
A flexible nasopharyngeal endoscopic examination revealed that the larynx had been deformed and obscured by an obstructing nonulcerated mass in the supraglottic area . A tracheotomy was performed at this stage . Computed tom ography (CT) showed a 1.5-cm cystic lesion arisi ng from just above the true vocal folds; the mass had caused an almost complete occlusion of the laryngeal inlet (figure 1). A staged micro laryngoscopic examination revealed that the cystic mass had arisen from the right ventricle and had prol apsed into the cular cyst, hemangio ma, m uc us rete n tio n cyst , lipom a, m inor salivary gland tumor, amyloidosis, and peripheral neural tumo r.
Oncocyt ic cysts are often solitary, and their architecture isvaried; they may present as a polypoid, sessile, or pedunculated lesion or as a submucosal cytic cysts and noncystic oncocytomas of the true vocal folds have been previously documented.Y Microscopically, th e oncocytes appear as large cells with a distinctly deep eosinophilic, finely granular cytopla sm. Th ese mixed tall and columnar cells feature small, dark nucl ei and uniformly condensed chroma tin near th e center of the cell.'
Th e clinical presentation of oncocytic lesion s varies. Most affected patients present with hoarseness. Occasionally th ere is dysph agia, pain, or dyspnea, and in some cases pati ents are asymptoma tic and the lesion is discovered incidentally.Acute stri dor, as occurred in ou r patient , is extrem ely rare.
The treatment of choi ce for an oncocytic lesion is complete endoscopic excision or, if necessary, laryngofissure .A parti al laryngectomy is occasionally required. All patient s require follow-up to look for potential recurrence. 1 The concomitant pulmonary tuberculosis in our patient raised the pos sibility of tuberculous laryngeal involvement, but the definitive diagno sis and management were achieved following endoscopic removal of th e cyst. The patient's postop erative recovery was unev entful, and decann ulation took place 3 days later.
A chest x-ray perform ed prior to his discharge from the hospital had revealed a Ghon focu s, and a sputu m culturewas positive for acid-fast bacilli.Anti tuberculosis tr eatm ent was initiated. The patient was followed up under regular review for 6 months, and he exhibited no evidence of clinical recurrence.
